5 as all know, by the insertions of the pectoralis major, and of the latissimus dorsi, with its auxiliary, the teres major, into the os humeri. This third portion is longer than the united lengths of the first and second. The first and third portions have been tied with success; it is very uncertain whether the second has or ought to be attempted. ls? Portion of the Axillary Artery.?It is covered by the common integuments, the clavicular portion of the pectoralis major, the thin aponeurosis coraco-clavicularis, or fascia subclaviculars, which extends from the coracoid process to the clavicle and cartilage of the first rib, and lastly, by loose cellular substance. It is also in some degree hid and overlapped by the axillary vein, which is here as thick as the clavicle, and lies upon the sternal and anterior aspects of the artery. The axillary plexus of nerves lies on the acromial and posterior aspects of the artery. The connexion of the artery with the vein is pretty close, and there are two or three arterial branches given off by this portion, namely, the thoracica humeralis in one or in two divisions, and the thoracica anterior. The anterior thoracic nerve, a branch from the axillary plexus, accompanies these arteries out of the axilla, and the acromial and cephalic veins enter the axilla and axillary vein, in this limited portion of the axilla, and ought to be avoided in any operation. Though the artery itself does not lie deep, and is easily exposed and secured in the dead body, yet its relations with the important parts just mentioned, must render the application of a ligature upon it an operation of some difficulty and nicety, in the living. When M. about 20 years of age, residing nine miles from Glasgow. Twenty days before this, his right arm was run over by the wheel of a heavy coach, so as to have bruised it from near the shoulder to the wrist, but without any laceration of the skin.
The wheel had crossed the arm about half way up the biceps muscle.
Violent pain, swelling, and discolouration soon followed, and increased, notwithstanding the repeated application of leeches and fomentations.
Mr. Craig, of Nielston, and Mr. M'Nichol, surgeon in Mearns, attended the patient.
On the 12th day, the swelling along the biceps was alarming, accompanied with high fever, the pulse being 130, and the pain severe. For some days previous to this, Mr. C. could discover no pulse in the radial artery. A free incision was made by Mr. C. over the course of the biceps, which gave vent to a large quantity of bloody pus, and putrid coagula. Suppuration and sloughing of the subcutaneous cellular substance extended down to the very wrist, forming here and there apertures in the skin. A small pulse could now be felt in the radial artery. On the 20th day, the appearance of the arm was truly repulsive. Almost all the integuments and cellular substance on the inner and under sides of the arm and forearm had sloughed, leaving the muscles as if they had been dissected. In some places the periosteum of the humerus was exposed, and the median nerve was visible at the elbow. The veins at the bend of the arm were exposed and dead, and the biceps tendon quite bare. Portions of sloughy matter hung out in all directions, and several of them were this day cut away. The same evening, about bedtime, a sudden haemorrhage, ending in syncope, took place from the arm, just where the wheel had crossed it. Mr. C. speedily arrived with a tourniquet, but the bleeding had ceased.
Next day, the haemorrhage recurred, and as it was evident that the humeral artery had given way, and that the patient was in the most critical state, Mr. Tait, surgeon in Paisley, and I were sent for. We found the arm as above described, the patient much exhausted by haemorrhage, fever, mortification, and pain. 
